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Hlosone’ 


(propionyl erythromycin ester lauryl sulfate, Lilly) 


Ilosone, in its more acid-stable form, eliminates the 
need for an “empty stomach” for effective antibiotic 
therapy. Food no longer interferes with absorption 
to any great extent. Moreover, enhanced absorption 
from the intestine in comparison with that of older 
forms of erythromycin assures greater certainty of 
therapeutic response. Thirdly, Ilosone is notably safe. 
In a review of over 20,000 case reports, there were no 
serious side-effects or toxic reactions. 


Summing up: Ilosone works decisively in a wide 
variety of infections. 


Usual Dosage: 


For infants and for children under twenty-five pounds of 
body weight, 5 mg. per pound every six hours; for children 
weighing twenty-five to fifty pounds, 125 mg. every six 
hours. 


For adults and for children over fifty pounds, 250 mg. every 
six hours. 


w@ “The high levels, plus prolonged duration of 
antibacterial activity and no decrease in absorp- 
tion when given with food, should provide greater fm 1” more severe or deep-seated infections, these dosages may 
therapeutic effectiveness . . be doubled. 


1. Griffith, R. S.: Antibiotic Med. & Clin, Therapy, 7:320, 1960. Available in Pulvules®, suspension, and drops. 
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(Salts of Dihydrohydroxycodeinone and Homatropine, plus APC) 


for pain 


prompt relief 
profound relief 
prolonged relief 


ACTS FASTER—usually within 5-15 minutes. LASTS 
LONGER— usually 6 hours or more. MORE THOROUGH 
RELIEF — permits uninterrupted sleep through the 
night. RARELY CONSTIPATES—excellent for chronic 
or bedridden patients. 

AVERAGE ADULT DOSE: 1 tablet every 6 hours. May be habit 
forming. Federal law permits oral prescription. 

Each PERcopANn* Tablet contains 4.50 mg. dihydrohydroxy- 
codeinone hydrochloride, 0.38 mg. dihydrohydroxycode- 
inone terephthalate, 0.38 mg. homatropine terephthalate, 
224 mg. acetylsalicylic acid, 160 mg. acetophenetidin, and 
32 mg. caffeine. 

Also available—for greater flexibility in dosage—PERCODAN’- 
Demi: The PERcopAN formula with one-half the amount of 
salts of dihydrohydroxycodeinone and homatropine. 


LITERATURE AVAILABLE ON REQUEST 
ENDO LABORATORIES 
Richmond Hill 18, New York 


_ *U.S. Patent Nos. 2,628,185 and 2,907,768 


Percodan tablets effectively relieve pain through a range 0 
Jtensities commencing with moderate Dain and extending . 
Traumatic areas into TUrtner regions oF Severe pay 
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Texas Orthopaedic Association to 


The 11th annual meeting of the. Texas Ortho- 
paedic Association will be held in the Buccaneer 
Hotel in Galveston, Monday, April 24, 1961, in 
conjunction with the annual meeting of the Texas 
Medical Association. 

Guest speakers will be Dr. Harvey R. Butcher, 
St. Louis, Assistant Professor of Surgery at the 
University of Washington Medical School; Dr. Ed- 
win F. Cave, Boston, Assistant Professor of Ortho- 
paedic Surgery at the Harvard University Medical 
School; and Dr. T. B. Quigley, Boston, Clinical 
Professor of Surgery at the Harvard University 
Medical School. 

Officers of the Association are Dr. I. S. Mc- 
Reynolds, Houston, president; Dr. Herbert Hipps, 
Waco, vice-president; Dr. Margaret Watkins, 
Dallas, secretary. Dr. E. Burke Evans, Galveston, 
is program chairman for the 1961 meeting. 

The complete program is as follows: 


Morning Session 
Solarium, Buccaneer Hotel 


9:30 a.m. Pollicization of the Index Finger 

R. A. Murray, M.D., Temple 
9:50 a.m. Discussion from the floor 
10:00 a.m. Avulsion Fractures of the Fibula, a 


Cause of Ankle Instability 
John J. Brennan, Col., MC, 
William Beaumont General 
Hospital, El Paso 


11:50 a.m. 


12:20 p.m. 


12:30 p.m. 


2:00 p.m. 


2:30 p.m. 


3:00 p.m. 


3:20 p.m. 


3:30 p.m. 


3:50 p.m. 


4:00 p.m. 


Solarium, Buccaneer Hotel 


Meet in Galveston 


Nonunion of Long Bones 
Edwin F. Cave, M.D., Boston 


Moderator 
William H. Ainsworth, M.D., 
Galveston 


Luncheon and Business Meeting 
Buccaneer Club 
Afternoon Session 


President’s Address 
I. S. McReynolds, M.D., Houston 


The Stiff and Painful Shoulder 
T. B. Quigley, M.D., Boston 


Experience with Anterior Cervical 
Spine Fusion 

C. F. Gregory, M.D., and 

W. Kemp Clark, M.D., Dallas 


Discussion 
David M. Cameron, M.D., El Paso 


Herniated Lumbar Intervertebral 
Discs 
P. L. Day, M.D., San Antonio 


Discussion 
Frank F. Parrish, M.D., Houston 


Movie 
Spine Instrumentation in the 
Management of Scoliosis 
Paul R. Harrington, M.D., 
Houston 


4:20 p.m. Discussion 


Experience with Spine 
Instrumentation 


10:20 a.m. Discussion 
Morton H. Leonard, M.D., El Paso 
10:30 a.m. The Treatment of Chronic Stasis 
Ulcer 
Harvey R. Butcher, M.D., 
St. Louis 
11:00 a.m. Coffee 
11:20 a.m. Experimental Production of 
Pseudarthrosis in Dog Femurs 
Bruce M. Cameron, M.D., 
Houston 
11:40 a.m. Discussion 


G. W. N. Eggers, M.D., Galveston 
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Paul R. Harrington, M.D., 
Houston 


4:40 p.m. Moderator 
Thomas O. Shindler, M.D., 
Houston 


A cocktail party for members of the Texas 
Orthopaedic Association will be held at the Artil- 
lery Club, 31st and Avenue O, from six to eight 
o'clock on Sunday, April 23. 
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Chemotherapy in Current Psychiatry 


Rupotpu Kuieve, M.D., F.A.P.A., Santa Fe 


When I say to you that the business of psychia- 
tric treatment is the modification of abnormal or 
otherwise offensive human behaviour in the direc- 
tion of socially more acceptable enduring patterns, 
both in the interest of the afflicted individual and 
his society, I have also included the field of crimi- 
nal behaviour, and have done so with conviction. 
But for the limited purpose of this paper I wish 
you to exclude the latter area in order to preserve 
the more conventional framework of psychiatry as 
dealing with the “mentally ill,” however artificial 
such a limitation may strike you. 

In brief, psychiatry wishes to beneficially modify 
the behaviour of the mentally ill at the same time 
as it tries to open to the patient new avenues of 
genuine satisfaction and gratification hitherto 
closed to him from within and unavailable from 
without; having either been unacceptable subjec- 
tively or actually incompatible with the ruling 
mores of his society. It is not sufficiently realized 
by the non-psychiatric public to what extraordi- 
nary extent the mentally and emotionally ill are 
characterized by their limited ability or outright 
inability to experience genuine satisfactions of their 
inner cravings and desires, be they designated as 
normal or pathological. This is the single and the 
most significant criterion which cuts across all di- 
agnostic and phenomenological categories of all 
the disorders which are the concern of psychiatry. 

Genuine satisfactions can only be experienced 
when anxiety concerning their obtainability or sub- 
jective or social acceptability is of relatively low 
intensity in the individual in question. Beyond a 
certain degree, anxiety calls for all manner of 
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intra- and inter-psychic defense maneuvers which 
generally speaking are less and less concerned with 
the securing of satisfaction, and more and more 
with the avoidance of anxiety, Thus satisfaction 
becomes increasingly sacrificed to the more urgent 
control of anxiety. 


Early Times 


Since the earliest times, man has searched dili- 
gently for means social and chemical through 


‘whose application satisfaction and anxiety could 


be kept in a fairly agreeable state of balance which 
would insure maximum satisfaction, compatible 
with minimum anxiety. But only very recently 
has anxiety been identified as that intra-psychic 
event through whose activation social acceptability 
of a person and his conduct are maintained. 

As Harry Stack Sullivan put it simply and suc- 
cinctly, anxiety rises in us the instant we feel a 
loss of self-esteem through the actual or imagined 
decline of respect for us by a significant person in 
our immediate environment. 


Herb Magic 


We shall not enumerate the many social and 
alimentary devices for the temporary reduction of 
anxiety (or its temporary avoidance) save for one, 
familiar to all of us, alcohol. We shall pass quickly 
over the substances from the early days of herb 
magic and herb medicine to the yesterday of 
scientific pharmacology; plant concoctions, poppy- 
juice, hashish, bromides, barbiturates, refined nar- 
cotics, hypnotics, anodynes and analgesics. They 
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were and are either too broad or too narrow, in 
their action, not. to mention the danger common 
to almost all, namely addiction. 


They induce either intoxication and sleep suc- 
cessively, or they so modify our sensory and in- 
tellectual performance and feeling tone that they 


distort our perception of and relation with con- 


ventional reality. Thus they interfere detrimentally 
with meaningful and rational communication and 
interaction. Or they do both. To whatever degree 
they reduce anxiety, to approximately the same 
degree do they interfere with the sharing of mean- 
ing. And since socially acceptable behaviour is 
completely contingent upon the shared meaning 
of agreed upon symbols of communication, these 
technics for the reduction of anxiety preciude the 
consistent exercise of socially acceptable and com- 
patible behaviour. 


Anxiety Control 


Signal developments in bio-chemistry and neuro- 
physiology of the past 20 years have recently led 
to the discovery of whole groups of related and 
unrelated compounds, all of which appear to have 
one thing in common. They control anxiety and 
its psychic analogues such as rage and depression 
and its many other border-transformations to a 
degree which permits a substantial decrease of 
anxiety and the malignant reaction formations 
against it. 


Once, for example, thought disorders, feeling 
distortions, delusions and hallucinations have 
ceased or lost much of their subjective significance, 
the capacity for meaningful communication and 
socially acceptable behaviour, and to a lesser de- 
gree, at least at the moment, access to genuine 
satisfactions is opening up for the patient. 


These chemically induced changes take place 
with a minimum of intellectual and sensory dis- 
tortions, although none of the new substances are 
at this time completely free from some somniferous 
and intoxicating side effects, apart from two other 
sets of undesirable consequences: first of all, a 
certain very limited and unpredictable potential 
toxic selectivity for the bone marrow’s blood- 
building components and for some of the various 
functions of the liver and several other organs; 
and, secondly, they are occasionally responsible 
for a series of related neurological malfunctions 
of the pryamidal tract of the spinal cord which 
are subsumed under the term of Parkinsonian and 
akinetic signs. 


However, both the organ-toxic and the Parkin- 
sonian repercussions are on the whole either pre- 
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ventable or curable, transient in nature, non- 
fatal and compatible with continued treatment 
or, after interruption and remedial action, its 
prompt resumption. 


Tranquilizers and anti-depressants, selectively 
or in combination, are effective in some degree at 
all age levels and in most instances of the three 
major categories of mental and emotional disor- 
ders: the neuroses, the schizophrenic psychoses and 
the manic-depressive group of psychic malfunction 
at the core of all of which there occurs the gen- 
eration of excessive anxiety combined with the 
person’s specific way of response to this more or 
less unbearable sensation. 


Last but not least, the use of these substances 
can often lay the groundwork for a deeper and 
more lasting benign change of the total personality 
through the collaborative transaction between pa- 
tient and physician, generally known as psycho- 
therapy. 


Not Curative 


Let it be clearly stated then that tranquilizers 
and anti-depressants are, in and by themselves, 
not curative since they do not attack the anxiety- 
overproducing susceptibilities of the individual but 
prevent only the emergence and spread of the 
anxiety itself. The source of pathological anxiety, 
if at present it can be touched at all, can only be 
reached by way of meaningful emotional and in- 
tellectual communication between a patient and 
his physician. And this is all too often hampered 
or altogether blocked by the patient’s unbearable 
anxiety. 


Wherever this is the case, simple logic points 
out that only substances or other devices which 
block anxiety totally or in part are capable of 
opening up the possibility of meaningful communi- 
cation and hence, of intra- and inter-personal 
changes for the better. 


Therefore, we must distinguish improvement 
which takes place exclusively on the basis of con- 
tinuous or periodic medication, which we may 
call step one; from step two, which is the promise 
of permanent modification of the ailing personality 
for the better due to progressively improving com- 
munications between the patient and his environ- 
ment, and only initiated by the use of these sub- 
stances. 


At present we have evidence of the overwhelm; 
ingly frequent occurrence of step one even in cases 
of extremely long standing and with hitherto un- 
favorable prognosis. As for step. two, much of the 
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available data indicate the great probability that 
permanent cures may be facilitated through com- 
bined drug- and psycho-therapy. 


Many Confined 


Consider that more than one thousand persons 
out of any Western population of approximately 
one million is or at least until recently has been 
confined at any given moment to a closed institu- 
tional setting and that a variously estimated but 
highly significant fraction of those confined would 
spend from months to years, to their full lifetime, 
behind walls; withdrawn from their families, their 
communities, and the economic, social and political 
obligations and prerogatives of their fellow citizens. 


The reason for such a state of affairs was that 
psychiatry had not much to offer by way of thera- 
py despite the many therapeutic devices with 
which it had been experimenting with limited suc- 
cess in a very limited pre-selected group of pa- 
tients, those namely who even without treatment 
had the best outlook for recovery. 


Take this into account and contrast it with 
the widespread effectiveness of the new substances, 
in all varieties and stages of mental and emotional 
disorder. Can you then disagree with me when I 
call the current developments a true revolution 
in psychiatry? 


But since I myself am not a revolutionary, it 
behooves me to hint to you briefly the actual lia- 
bilities and potential dangers of this chemical 
revolution as they have come into my awareness. 
I can offer you nothing more than the general 
basis for my apprehensions as to how this turn 
of events might affect detrimentally the private 
and the institutional practice of psychiatry, the 
training of psychiatrists in the future, and the 
place of psychiatry within the general structure 
of medicine. 


You may be startled to hear me say that medi- 
cine as a whole has contributed astonishingly little 
to man’s understanding of himself however much 
it has given to his comfort. A moment’s reflection 
will persuade you why this is true. 


A physician is a person essentially interested 
in emergency intervention in behalf of another 
person in danger and discomfort. A physician, 
however intelligent and gifted, is primarily a man 
of action. And a man of action is essentially non- 
philosophical. The only people, however, who 
have made large-scale contributions to man’s un- 
derstanding of himself are the philosophers and, 
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to a lesser degree, their latter-day successors, the 
social scientists and the bona-fide psychologists. 


Therapeutically Impotent 


Psychiatry, whether aware of it or not, has for 
two centuries had the benefit of being therapeu- 
tically pretty nearly impotent. 


In consequence it has continuously attracted 
people who were more interested in the minute 
observation, meticulous description and conscien- 
scious classification of the numberless varieties of 
human aberrative behaviour and their manifold 
factual and fancied phenomenological relations 
with each other than in any modification. The 
phenomenology of psychopathology as initiated by 
Kraepelin in the latter third of the 19th century 
and climaxed by Jaspers in the first third of the 
20th, are the delight of any mind which savours 
sophisticated discrimination. 


This meticulous and perspicacious classification 
alone was without any therapeutic relevancy and 
devoid of the network of meaningful relatedness 
which could have illuminated it from within. Only 
Sigmund Freud’s subsequent system of symbolic 
interpretation of hitherto bizarre and apparently 
chaotic and meaningless manifestations of beha- 
viour made the whole of psychopathology incan- 
descent with meaning, actual or potential. It is 
to Freud’s credit that he stressed psycho-analysis 
as far better suited to the study of human be- 
haviour than to the remedy of man’s misbehaviour. 


Understanding 


Since his original formulations, the systematic 
understanding of psychology and psychopathology 
has made tremendous strides without, however, 
having led, even indirectly, to really effective 
means and ways of curing those severe mental 
illnesses whose resistance against effective therapy 
lay precisely in the intensity of the anxiety at their 
core; an anxiety which was frequently intensified 
by an attempt at psycho-therapeutic intervention. 


Thus psychiatry became, historically speaking, 
a borderland between remedial intervention and 
philosophical contemplation. With the help of 
the new substances, however, it is suddenly now 
in a position of treating mad persons successfully, 
and this through intervention by those of its prac- 
titioners who may not have even the faintest 
notion of the nature and the deepest meaning of 
the methods in their patients’ madness. 


It is further conceivable that psychiatry may 
fall back into the a-psychological and anti-psy- 
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chological research bias which would like to re- 
gurgitate Freud while swallowing an assortment 
of pills. They would like to believe and have 
recently said: Here we have proof positive that 
mental illness is caused by chemical and metabolic 
derailments. In fact, all one may say legitimately 
is that “the new substances furnish a chemical 
block against the excessive production of anxiety 
which interferes with meaningful interpersonal 
communication and interaction.” 


Yet this anxiety itself is the result of old and 
deep misunderstandings in interpersonal relations 
themselves. The old derisive condescension that 
psychiatry is not a legitimate branch of medicine 


because it has no medicines worth the name to 
give, is no longer appropriate. Psychiatry, if this 
be important to you, is now a very legitimate 
branch of medicine: it has many and many very 
effective medicines to give. 


But if medicine is to remain forever nothing 
more than the art of healing those whom it fails 
to understand of ailments which it does not com- 
prehend, then it would seem a very dubious honor 
and pleasure indeed for the psychiatrist to be re- 
turned, as the prodigal son, into the outstretched 
arms of his confreres. 


Post Office Box 2115 


LIGHT COAGULATION by Gerd 
Meyer-Schwickerath, M.D., translated from 
the German by Stephen M. Drance, M.B., 
F.R.C.S, (Eng), 114 pages, $9.50, 1960. The 
C. V. Mosby Co., St. Louis, Mo. 


This is a brief, readable, and very interesting 
book about the treatment of eye disorders by 
tissue burning, using a powerful focused light, 
very much as a boy uses a magnifying glass to 
focus sunlight and start a fire in paper. 

This book is written by the originator of the 
method, and he cites a number of his cases to 
illustrate the treatment of degenerations and de- 
tachments of the retina, as well as tumors of the 
eye. Most of these conditions are also treated by 
other means, but this method seems better in some 
situations, particularly in cases where one eye has 
been lost already. 
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The apparatus used by the author is quite ex- 
pensive, in part because it makes use of an arti- 
ficial source of light. In this region of the world 
a similar device might be used with sunlight as the 
source of energy. Perhaps a college physics de- 
partment might construct such a device. 

Much of the appeal of this method of treatment 
is that it appears to be little more complicated 
than the use of the ophthalmoscope, the handy 
and constant companion of the eye physician and 
surgeon. 

Braprorp Harpie, M.D. 
El Paso 
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TETANUS 


Owen C. Tay or, Jr., M.D. 
Henry L. WALL, M.D. 
Artesia, N. M. 


The sporadic incidence of Tetanus in the United 
States has not relieved the physician of the re- 
sponsibility of the care of this difficult and chal- 
lenging disease. In the state of New Mexico, 10 
cases have been reported since 1949, eight of these 
were fatal! The following case is the only one 
known to have occurred in this farm and oil in- 
dustrial community during the past 10 years. In 
view of the large number of farm and oil field 
accidents seen, it is interesting that this case re- 
sulted from an infection site which most of us 
ignore, as regards tetanus prophylaxis. It is the 
purpose of this paper to alert area physicians to 
this possible complication of criminal abortion. 
Case Report: 


A 26-year-old obese Spanish woman, wife of a farm 
laborer, was seen in the emergency room of the Artesia 
General Hospital on March 16, 1960, with the history of 
trismus of two days duration. She also complained of 
pain in:the back of neck and headache. Her husband 
stated she had miscarried 10 days previously, passing a 
lot of tissue and blood, and had been sick all week. She 
had been treated by a local osteopathic physician for 
two days prior to her visit to Artesia General Hospital 
and had received two shots for “muscle pain and nerv- 
ousness.” .She stated she had been sick with the flu 
during the interim between her miscarriage and the 
16th of March. 


This illness was described as fever, generalized muscle 
aches and pains. The patient and her husband specifical- 
ly denied, at this time, that any measures had been 
taken to initiate the abortion. One week later, when 
the patient was in an extremely critical state, her hus- 
band admitted that she had seen an abortionist in another 
city on February 28, 1960. 


122 


Report of a Successfully Treated Case 
Resulitng from Endometritis Following Criminal Abortion 


For one week there was only mild cramps and slight 
bleeding. On March 6th, the patient passed a large 
quantity of tissue and blood, and this continued through 
March 10, 1960. A purulent vaginal discharge followed, 
which was present on admission. Patient was a gravida 
V, para IV, A I, oldest child, age eight, youngest, age 
one. Her past history was noncontributory. 


Physical Examination 


Physical examination revealed: Temp. 98.6, pulse 80, 
respirations 20, blood pressure 126/70. Trismus was 
pronounced, there was moderate nuchal rigidity and 
generalized hyperactive reflexes. Examination of the 


skin revealed no evidence of infected wounds or scars 


from healed wounds. 


Examination of the chest revealed the lungs to be 
clear and the respiratory rate and rhythm to be normal. 
There was a normal sinus rhythm, the heart was not 
enlarged, and no murmurs were heard. Palpation of the 
abdomen revealed no muscle spasm. There was mild 
tenderness and muscle guarding in the suprapubic area. 
Vaginal examination revealed an enlarged boggy uterus, 
which was relatively non-tender. There was some ten- 
derness in the adnexal areas, and on inspection a very 
foul brownish purulent discharged was noted -in the 


vaginal vault and emanation from the cervical canal. 


An aspirate sample of the discharge ‘was obtained 
for smears and culture. There was no active bleeding. 
The hemogram revealed white blood count of 8,800; 
with 63 seg, 2 stab, 35 lymphs. The red blood cell 
count was 3.0 million and the hemaglobin 9.8 grams. 
Catherized urine showed evidences of mild pyuria with- 


out albuminuria. 
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The patient was admitted to the hospital and given 
75 mgm. Pomazine hydrochloride for sedation, and one 
‘gm. of Methocarbomal* slowly intravenously. Tetanus 
antitoxin skin test was applied. Within a few hours, the 
patient was able to open her mouth a little wider and 
swallow liquids and seemed to be slightly improved. An 
18 gauge polyethylene tube was inserted into the right 


‘saphenous vein-at the ankle, under local anesthesia, for 


intravenous therapy and maintenance fluids. 


On March 17, 1960, a spinal tap was done which 
revealed no increase in the fluid pressure. Spinal fluid 
was clear and there were no cells noted. The spinal 
fluid protein was 25 mgm. per cent. Urine Sulkowitch 
was positive four plus. Serum calcium was 8.2 mgm. 
per cent. Although the smears from the purulent dis- 
charge did not reveal presence of Clostridia, Tetanus 
antitoxin was started—40,000 unite was given intra- 
venously by drip and 40,000 units given intramuscular- 
ly in divided doses at six-hour intervals. Methocarbomal 
was continued, one gram every twelve hours intra- 
venously. Penicillin was given 1.2 million units daily. 
Oxytetracycline was given one gram every 24 hours 
intravenously. The patient also received 500 cc whole 
blood. 


Picture Clear 


On March 18, 1960, the clinical picture of tetanus 
was full blown with opisthotonos, tonic seizures of all 
extremities, nuchal rigidity, trismus and mental clarity. 
Temperature had continued to be within normal limits, 
but the pulse rate was increased. Emergency tracheoto- 
my was performed following a sudden and near fatal 
laryngospasm. A continuous mist ‘of O: and Alevaire 
was used with an improvised tracheotomy collar to 


effect better respiratory exchange and to aid in keeping 
the trachea clear of secretions, Methocarbomal, in doses 


of one gram, was given intravenously every six hours to 


‘control muscle spasms and Phenobarbital was given in- 


tramuscularly for sedation. 


The complication of phlebitis in both lower extremi- 
ties prompted the insertion of a Levine tube for more 
ideal fluid and nutritional maintenance. The pulse rate 
and respiratory rate returned to more normal levels, but 
for the next five days the patient remained in a very 
critical condition, requiring constant and vigilant nurs- 


ing care. 
On March 24, the patient seemed to be much more 


*We used the brand of methocarbomal, trade named Robaxin, by 
the A. H. Robins Co. 
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relaxed, but continued to have muscle spasms and ap- 
peared to ‘be in a coma. Leukocyte count was slightly 
elevated and it was felt the patient had respiratory tract 
infection. Penicillin and Streptomycin was begun and 
within two days the patient’s clinical condition had 
improved slightly. The suctioned aspirate was not puru- 
lent and the patient’s temperature was normal. 


Culture Reports 


On the 27th of March, the culture reports were re- 
ceived from the State Laboratory, which revealed or- 
ganisms present to be: 1. Sphaerophorus necrophorus, 
and 2. Genus lactobacillus. Genus Clostridium was not 
isolated from the specimen. It was felt the continuing 


‘coma represented central nervous system toxic changes 


with edema and probable other inflamatory changes, so 
it was decided to start Corticoid therapy. Hydrocortisone 
was given intramuscularly, 20 mgm. every eight hours 
for five days, and then gradually discontinued over 
another 10-day period. 


On March 29, after 40 mgm. Hydrocortisone, the 
patient did seem to be a little more alert. The following 
day the patient was definitely more alert and opened her 
eyes on request. On March 31, her expression was nor- 
mal, and there was voluntary movement of her hands. 
Gradual progressive improvement was then noted and 
the patient was sitting on the edge of the bed dangling 
her feet on the 6th of April, and was up walking the 
14th of April. She was discharged home the 23rd of 
April, improved. She was seen for follow-up visits the 
28th of April and the 13th of May. She described pas- 
sage of a single mass of tissue associated with severe 
uterine cramps, and only scant bleeding on May 1, 
1960. 


Pelvic examination May 13, 1960, revealed no dis- 
charge, the uterus was non tender and firm. There were 
no adnexal masses noted. She was discharged on that 


date as cured. 
Discussion: 


The care of a patient with severe tetanus pre- 
sents the attending physicians and the facilities 
of a community hospital with urgent and chal- 
lenging responsibility. We certainly would have 
appreciated a more optimum state of prepared- 
ness, particularly as regards knowledge of the dis- 
ease and its attending complications. Fortunately, 
there have been several detailed reports in the 
recent medical literature outlining the general care 
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of the patient with severe tetanus. The basic thera- 
peutic program can be summarized as follows: 


1. To neutralize the uncombined toxin. 


2. To eliminate foci of residual Clostridium 
tetani infections. 


3. To support the patient throughout this self 
limited disease; maintain nutrition, fluid bal- 
ance and an adequate airway." 


4. To control the life endangering and painful 
muscle spasms. 


We found that as in the care of any disease 
process for which there is no specific cure, these 
principles were useful only as a guide. The regi- 
men of care changed from day to day, with al- 
ways a generous amount of “trial and error.” 
However, we felt the general outcome of this case 
hinged on the extensive and vigilant nursing care 
obtained. The amount and manner of administra- 
tion of tetanus antitoxin was a composite “mid- 
dle of the road” approach influenced by avail- 
ability of vaccine and a day’s delay in making a 
definite diagnosis. There was no evidence of im- 
mediate or delayed serum reaction. 


The conservative (some may think radical) 
attitude of leaving infected secundines “in utero” 
without surgical currettment or medical irrigation 
proved successful in this case. The patient re- 
ceived large doses of penicillin, and oxytetracy- 


line, both drugs that have been shown to have ° 


some influence on the growth of Clostridia. 


This patient nearly succumbed to a sudden 
laryngospasm which occurred without warning. 
We certainly would advise adhering to the general 
opinion that tracheotomy should be done as soon 
as the diagnosis of severe tetanus is made.’ The 
use of nebulized mucolytic detergent was found 
to be helpful but it was necessary to use saline 
and Zepherin instillations directly into the trach- 
eotomy tube to remove the tenacious thick bron- 
chial secretions. 
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The use of methocarbomal afforded adequate 
muscle relaxation to our satisfaction, and pheno- 
barbital gave adequate sedation. We were unable 
to determine if these drugs were contributory to 
the comatose state observed. There were no im- 
mediate drug reactions noted. 

The “guard with my life” secrecy inhibited by 
the criminally aborted was certainly demonstrated 
in this case. Only through the efforts of an 
interested employer and persistent questioning, 
was the actual history obtained from the husband 
of this critically ill patient. As regards this case, 
the exact history mattered little as far as we were 
concerned, since the disease process was manifest 
on admission. However, had the knowledge of the 
complete history of this illness, plus the recogni- 
tion of this possible complication of criminal abor- 
tion been available to the physician who first 
saw the patient, the eventual recovery may not 
have remained in doubt for such a long period 
of time. 


Summary: 


A case of successfully treated tetanus is re- 
ported. This case resulted from a uterine infec- 
tion following criminal abortion. The problems 
with the management of this infrequent, but ever 
present, threatening disease are outlined. The pos- 
sible complication of tetanus occurring in an in- 
fected criminal abortion should be considered. 


Fourth and Washington. 
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Benign Paroxysmal Peritonitis 

5. Benign paroxysmal peritonitis is a rare dis- 
order characterized by recurrent acute episodes 
of abdominal pain, chills, fever, tenderness, and 
leukocytosis occurring at intervals over many 
years. Between attacks the patient is well. Purpura 
may sometimes be evident during the attacks, 
indicating a possible relationship to Henoch- 
Schoenlein’s disease. This condition probably oc- 
curs as the development of some obscure allergic 
mechanism. It may therefore respond promptly 
to ACTH or cortisone. p 

6. The so called “dumping syndrome” is not un- 
common after gastrectomy, and it may occur in 
nervous people with intact gastrointestinal tracts. 
The symptoms occur immediately after eating and 
consist of feelings of weakness, sweating, and ab- 
dominal distress followed by explosive diarrhea. 
These apparently develop as the result of sudden 
distention of the small bowel with hypertonic 
food substances which then pull, fluid from the 
blood into the bowel and cause further disten- 
tion of the bowel. 

Banthine or atropine may be helpful in the 
management of this syndrome, and it is advisable 
to prescribe--a recumbent. position after meals. 
Meals should be dry and fluids given between 
meals. Rarely, after gastrectomy, a patient may 
develop severe nutritional deficiencies, macrocytic 
anemia, hypoproteinemia, diarrhea with steator- 
rhea, and hypocalcemia (the Sprue syndrome). 
Some of the means used to combat this syndrome 
are liver extract, vitamin B,,, and detergents to 
emulsify the fats. 

7. Duodenal ulcers may occur in children but are 
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Aphoristic Quotes 
(Continued) 


Collected by ANDREW M Basey, M.D., Las Cruces, N. M. 


From Medical Grand Rounds, edited by Robert 
McCombs, M.D., Boston, in the Bulletin of Tufts- 
New England Medical Center. 


not commonly diagnosed. In about one third of 
the cases the ulcers are apparently asymptomatic 
and are discovered only when complications oc- 
cur, perforation being the most common compli- 
cation. In infants, hemorrhage is almost as com- 
mon. Most children who have ulcers show an 
unusually high level of gastric acidity, The inci- 
dence of peptic ulcer in children and adults is 
high in those who have congenital pyloric ste- 
nosis; and the incidence of gastrointestinal dis- 
turbances in the immediate family of these pa- 
tients is also unusually high. 

8. Hyperlipemia is a condition in which neutral 
fat is increased in the serum. It is always asso- 
ciated with hyperchloresteremia. In the primary 
or idiopathic type of hyperlipemia there may be 
some disturbance that blocks the normal passage 
of neutral fat through the capillaries, Some pa- 
tients may have a slight glycosuria, This type is 
benefited by a low fat diet. Secondary lipemia 
sometimes occurs in diabetes, in chronic liver, 
biliary tract, or pancreatic disease, lipoid nephro- 
sis, and von Gierke’s disease. The hyperlipemia 
associated with diabetes mellitus does not clear 
completely until insulin is given; it rarely per- 
sists if it is to chronic: inflammatory pan- 
creatic disease. 


Metastatic Cancer of the Liver 


9. In metastatic cancer of the liver, the occa- 
sional development of jaundice and other abnor- 
malities of liver function may confuse the clinical 
picture with that of primary inflammatory liver 
disease. Likewise, in obstructive jaundice of long 
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duration a complicating aspect may be the occur- 
rence of hepatocellular damage with resulting 
changes in liver function tests, 


10. (Confirmation of the diagnosis of regional 
enteritis often requires careful x-ray examina- 
tion of the small bowel. At times this examina- 
tion may be facilitated by examining the patient 
when he has a full bladder, when some of the 
loops of ileum are raised out of the pelvis. 


In women with this disease pregnancy may 
exert a beneficial influence, but in the postpar- 
tum period exacerbations are likely to occur.) 
There is a division of opinion regarding the ad- 
visability of surgery as a method of treatment un- 
less the disease is well localized. The recurrence 
rate after surgery is quite high. A number of cases 
of regional enteritis have now been treated with 
ACTH or cortisone with good results in the great 
majority. 


The disease is not usually eradicated by hor- 
mone therapy but diarrhea usually decreases and 
appetite increases, with resulting weight gain. 
Remissions may last several months after treat- 
ment is withdrawn but maintenance therapy may 
be necessary. In advanced cases of regional en- 
teritis there may be a macrocytic type of anemia 
that is responsive to therapy with liver extract. 


Marked Weight Loss 


11. In an elderly person the history of marked 
weight loss that cannot be explained on the basis 
of gastrointestinal or pulmonary malignancy 
should call to mind the following possibilities: 
hyperthyroidism, endogenous depression, carci- 
noma of the body or tail of the pancreas, sub- 
acute bacterial endocarditis, diabetes mellitus, 
sprue, Addison’s disease, and hidden chronic tu- 
berculosis. Some elderly individuals lose weight 
merely from severe arteriosclerosis, and others, 
from advanced emphysema. 


12. It is not always possible to demonstrate the 
presence of esophageal varices by an esophagram. 
One method of demonstrating this sourse of gas- 
trointestinal bleeding is to have the patient swal- 
low a string which is then left in place for about 
12 hours. If blood is noted on the string after it 
is removed, the site of bleeding may be judged by 
noting the distance from the mouth end of the 
string to’ the blood. When bleeding occurs from 
esophageal’ varices in portal hypertension it is 
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usually massive, but in some instances there will 
be only a slow seepage of blood, noted by positive 
tests for occult blood in the stools and a hypo- 
chromic anemia that does not respond to therapy 
with iron. 


13. Steatorrhea is accompanied by hypocalcemia 
because of poor absorption of calcium and vita- 
min D and by hypokaliemia because of excess 
loss of potassium salts from the intestinal tract. 
These electrolyte disturbances may in turn cause 
rather marked alterations in the electrocardio- 
gram. 


Enterococcal Infections 


14. Enteroccoccal infections are numbered among 
the most difficult to treat because of the resistance 
of the organism to antibiotics. Although penicillin 
alone in massive doses of up to 10 billion units 
a day may be effective in small percentage of 
systemic infections caused by this organism, com- 
bined penicillin and streptomycin therapy is rec- 
ommended on the basis of experiments in vitro 
that show a synergistic action of the two drugs 
against the enterococcus. 


15. Amebiasis is discovered with a frequency that 
varies in direct proportion to the diligence with 
which stool examinations are made. Stools should 
be examined before castor oil or barium is given 
because small droplets of these substances may 


. look something like amebic cysts. 


At times the diagnosis of amebiasis may be 
suggested by an astute radiologist who notes a 
moderately deformed and tender cecum during 
fluoroscopic examination of the colon. Many new 
methods of treatment have recently been intro- 
duced. 


Aureomycin, terramycin, bacitracin, and chlo- 
roquine (an antimalarial compound) are roughly 
as effective as, but less toxic than, the older ame- 
bicides such as emetine, diodoquin, and carbar- 
sone. 


A new compound, bismuth glycolyl arsanilate 
(milibis) is considered to be more potent than 
compounds previously available and is at the 
same time virtually nontoxic. When a case of 
amebiasis is found and treated all members of the 
patient’s immediate family should be examined 
for other possible carriers who must also be treat- 
ed in order to prevent reinfection. 
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Clinical Pathological Conference 


R. E. Thomason General Hospital, E] Paso 
Case No, 1487, November 17, 1960 


F. P. Bornstein, M.D., Editor 


Presentation of case by NATHAN KLEBAN, M.D. 


History: Dr. T. S. Martin 


This male school teacher was first seen 12-26-57, 
when he was 68 years old, because of chest pain 
on exercise. His past history was negative except 
for back injury 35 years ago. Since then backache 
on standing for long periods. 

As to family history, his father had died at the 
age of 59 of pneumonia, his mother at the age of 
62 of heart disease, and two siblings had died of 
coronary thrombosis at ages between 65 and 70. 
The patient believed that his mother and these 
two siblings were hypertensive. 

Substernal pain, with radiation to the right 
arm, had been occurring on walking for three 
years. This had progressed to the point where two 
blocks, or at the most three blocks, would produce 
the pain. This tolerance had remained the same 
during the past year. He would get moderately 
short of breath just before the pain access. He had 


noted a gradual reduction in energy over the past 


few years. 
He had no pain at rest, no orthopnea, and no 
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palpitation. He had noted a slight ankle edema, 
intermittently for one year. 

The inventory of symptoms added nothing ex- 
cept for two years he had been having a nocturia, 
now three to five times a night, and a slowing of 
the urinary stream. His weight had been steady 
for years. 

He was married; had never had any children. 
He took no alcohol, tobacco, or caffeine. He had 
been taking no medication except for a multivita- 
min. He stated that his only bad habit was exces- 
sive worrying. 


Physical Examination: 


Physical examination revealed a heavy-set male, 
slow in movement and slow in thought, who looked 
about 70 years of age. Ht. 5’8”, wt. 174 pounds, 
B.P. 160/90, pulse 70 with occasional extra beats. 
Positive physical findings included a. loud and 
ringing aortic second sound, a short basal systolic 
murmur, heard best in the aortic distribution—no 
thrill and not harsh; liver edge felt one finger- 
breadth below the costal margin at a neutral phase 
of respiration, and prostate enlarged, smooth, firm, 
and symmetrical. 

The chest x-ray was read as normal, except for 
some old calcification. The EKG was normal ex- 
cept for occasional premature ventricular systoles, 
a low T-wave in V-6, and a QRS duration of 0.10 
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seconds. Routine blood counts and urinalysis were 
normal. The BUN was 10 mg. per cent, cholesterol 
209 mg. per cent, sugar 82 mg. per cent, PBI was 
5.0 mcgm. per cent. 


The patient was placed on a reducing diet, 
Rauwolfia, and PETN. 


He was seen subsequently in January and Aug- 
ust, 1958. During those eight months he had re- 
duced by only six pounds, but acquired a nearly 
pain-free status; in fact, he had had no angina for 
several months according to his statement in Aug- 
ust. His B. P. in August was 150/90. 


Medication Stopped 


He was not seen again until mid-May, 1960. He 
had stopped all medication in the latter part of 
1958. He had occasional pain on exercise during 
1959 and this began to come on more and more 
frequently during the late winter of 1959-60. For 
two or three months, he had been progressively 
more fatiguable and for 10 days had been having 
chest pain with arm radiation frequently at rest. 
Three hours before his admission a much more 
severe chest pain with radiation of both arms had 
begun. Vomiting had followed. His local physician 
in Ysleta was summoned. He was sent directly to 
Southwestern General Hospital by ambulance. 


On admission to the hospital he appeared 
critically ill. He was moaning with pain. The 
skin was cold and damp. He appeared very 
pallid. B. P. was 60/40. Moist rales were present 
in both lung bases. Liver edge was three finger- 
breadths below the costal margin, The EKG was 
classical for acute posterior myocardial infarction. 
The laboratory reported seven gms. of Hemo- 
globin and a WBC of 7,900. Examination of the 
blood smear showed that 75 per cent of the 
white blood corpuscles were myeloblasts or myelo- 
cytes and about 15 per cent appeared to be mono- 
cytes. 


Diagnoses were: Acute posterior myocardial in- 
farction with left heart failure, complicating 
moderately severe anemia due to an acute mono- 
cytic leukemia of the Naegeli type. He was treated 
with Purinethol, digitalis, blood transfusions, diu- 
retics, Peritrate, and Quinidine. After a precari- 
ous first few days, he compensated and became 
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free of pain. During his six weeks at bed-rest 
in the hospital the cardiogram slowly evolved to- 
wards normal. He required one or two pints of 
blood every seven to 10 days in order to keep his 
hemoglobin above nine gm., a value below which 
frequent chest pain would appear. A bone marrow 
smear confirmed the diagnosis which was made 
from the peripheral blood. 


During the fourth and fifth week a raised red 
blotchy eruption appeared on the face and neck, 
particularly the left side, and scattered oval laven- 
der colored maculae about one to two mm in 
diameter, appeared in the skin of the abdomen 
and lower thorax. These were thought to be 
dermal manifestations of leukemia and disap- 
peared when steroid therapy was added to the 
Purinethol. At the time the steroids were started, 
the peripheral blood had shown a little improve- 
ment. The percentage of blasts had declined but 
the total circulating blast count was higher than 
on admission, as the WBC rose to around 12,000. 
After two weeks of Prednisone, however, the WBC 
returned to around 7,000 with 50 to 60 per cent 
blasts. 


He was discharged from SWGH on 7-1-60, still 
on prednisone, 10 mgs. q.i.d., Peritrate; Purine- 
thol; Phenobarbital; Digitalis, and Diuril. A se- 
vere stomatitis, which had begun at the end of 
the third week at the hospital, had slowly healed 


. following reduction in the dose of Purinethol. At 


discharge the liver was scarcely palpable. The 
spleen had never been palpable, nor had there 
been any enlargement of lymph nodes. 


Transfusions 


On July 12, he received 1000 cc. of blood and 
10 days later 1500 cc. of blood, with relief of 
increasing chest pain, at rest, on both occasions. 


The hemoglobin prior to. each of these two groups 


of transfusions was between six and seven grams. 
Platelet count just before the second group of 
transfusions was 70,000 and the WBC about 7,000 
with 70. per cent blasts or promyelocytes. 


He was seen 8-1-60 in congestive heart failure 
with moist rales in both lung bases, the liver edge 
down to three finger-breadths below the costal 
margin and 3+ pitting edema of both legs. The 
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B. P. was 110/60, pulse 70, and temperature 
100.2. Hemoglobin was just above seven gms. The 
WBC was 12,500 with 97 per cent very immature 
cells. The platelet count was 30,000. Purinethol 
was restored to a dose of 200 mgs. daily, Predni- 
sone being continued at 5 mgs, q.i.d. The next day 
he was again hospitalized, this time at Thomason 
General Hospital, with increasingly persistent pain 
in the anterior chest with arm radiation. 


On admission to Thomason General Hospital 
on 8-2-60 the B. P. was 100/60, pulse 84, tempera- 
ture 98.2 and he was noted to have marked mu- 
cosal pallor, a shallow ulcer of the tongue border, 
distended external jugular veins, moist basal rales, 
and a grade II precordial systolic murmur. The 
sub-maxillary lymph nodes were enlarged. The 
liver was down 5 cm and firm and tender. Spleen 
was not felt. Pitting edema of the ankles and a 
tender left testis was noted. Pin-head sized pur- 
puric spots, especially over the abdomen, were 
again seen. The patient was alert and quiet. 


Urinalysis was normal except for 1+ albumin. 
The WBC was reported as 10,000 with one per 
cent segs., one per cent stabs and 98 per cent 
immature cells. Hemoglobin 7.4 gm and hemato- 
crit 22 per cent, BUN was 21.5 mg. per cent. 


The EKG showed, in addition to the residue 
of the old posterior infarction and digitalis éffect, 
some signs of lateral myocardial ischemia. 


Complete Rest 


Diuretics, Demerol, and sedation, complete bed 
rest and transfusions with packed red cells were 
added to the treatment current at the time of 
admission. On 8-6-60, Purinethol was discontin- 
ued, Prednisone reduced from 30 mg. per day to 
20 mg. per day and Amniopterin introduced, 
starting with 2 mg. q.i.d. The prothrombin time 
was 54 per cent. 


On 8-8-60, after three units of packed red cells 
since admission the BUN was 17 per cent mg., 
HCT. was 29 per cent, WBC 29,300, the smear 
almost devoid of normal leukocytes, the predomi- 
nant form being extremely immature, Attacks of 
chest pain had ceased after the second unit of 
blood, the lungs were clear, edema gone and the 
food intake fairly good. But he was soon reduced 
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to fluids as sores of mouth and lips increased. 
There was increasing purpura and he was having 
a maximum temperature between 100 and 102 
daily. On 8-14-60 a small amount of oral bleeding 
occurred and that night anterior chest pain re- 
curred, with sharp drop in B. P. The shock state, 
with coma, T. 104R, persisted till death occurred 
the following A.M. 


Laboratory Findings: (Last Admission) 


The hemoglobin varied between seven and 9.5 
grams during the stay of the patient. The WBC 
count varied between 10,000 and 24,000. Dr. Don 
expressed the following opinion about it on 
August 9: “Morphology of the peripheral blood 
reveals an almost complete absence of all normal 
cells. The predominant cell is an extremely imma- 
ture blast which I still believe has the charac- 
teristics of the lymphocytic series.” 


Clinical Discussion: Dr. Nathan Kleban 


Unless Dr. Bornstein springs a surprise, which 
he is apt to do, the nature of this protocol is such 
that this really will be more of a combined med- 
ical and pathological discussion than a usual CPC, 
because we are given what, on the surface at 
least, seem to be the obvious diagnoses in this 
patient. For me this is a continuation of some- 
thing of which I know very littl—leukemia— 
which we discussed previously on July 18, 1957, 
when we had an individual with myelofibrosis 
and myelogenous leukemia, 


Although this patient lived his biblical and in- 
surance actuarial allotted span of 70 years, he 
did have, or was afflicted with, two fatal diseases: 
coronary artery disease and acute leukemia. This 
man, who was a school teacher, married but child- 
less, had two brothers who died of coronary artery 
disease between the ages of 65 and 70, had a 
mother who died of heart disease at age 62, and 
both she as well as his brothers were supposed to 
have had hypertension. 


His father is said to have died at age 59 of 
pneumonia. For the first 65 years of his life he 
was in good health except for backache following 
injury at about age 33. He was troubled only by 
this and by excessive worrying. He neither smoked 
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nor drank alcohol or coffee. He took multivita- 
mins. William Dock, of the state university of 
New York, in the J.A.M.A. of May 19, 1959, 
asked this question: “Why are men’s coronary 
arteries so sclerotic?” He answered the question 
by stating that the fault lies not in the sex, but 
in the masculine love for rich foods, alcohol and 
tobacco. 


This patient could plead innocent of two of 
William Dock’s three counts. Sub-sternal pain 
radiating to his right arm produced by walking 
gave him something additional to worry about 
at the age of 65. After two years the pain had 
progressed to the extent that he was able to walk 
no more than two or three blocks without resting. 
For the next year this, what seems to be angina 
pectoris, was stationary. The protocol states that 
moderate restlessness preceded the attack of chest 
pain. 


Diminished Energy 


The patient noted diminished energy without 
any weight change, for several years, Inconstant 
edema of the ankles was noted for one year. For 
two years he had symptoms of prostatic obstruc- 
tion with slowing of urinary stream and having 
to get up three to five times at night to urinate. 
When first seen on December 26, 1957, the patient 
was observed to be a heavy-set man who looked to 
be about 70 years old, who thought and moved 
slowly. He was five feet eight inches tall, weighed 
174 pounds, had a heart rate of 70 with occa- 
sional premature ventricular systole. Blood pres- 
sure was 160/90, the aortic second sound was 
loud and ringing in quality. A soft systolic mur- 
mur was heard at the base, with transmission and 
aortic valve distribution. 


The liver edge was one finger-breadth below 
the costal margin. The prostate was enlarged. 
The chest X-ray, BUN, cholesterol, blood sugar 
and PBI were normal. The T-wave in lead V-6 
was low, QRS was .10 seconds, slightly prolonged. 
During the next eight months the patient lost 
six pounds in weight on a reduction diet. On 
Rauwolfia his blood pressure remained unchanged. 
Pentaerythritol tetranitrate was prescribed and 
angina pectoris disappeared. 
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The patient stopped taking his medication 
about the latter part of 1958. In 1959 exertional 
pain re-appeared. In 1960 this became much 
worse, and he again experienced severe fatigue. 
Ten days after he began to have chest pain with 
arm radiation at rest. He experienced a more 
severe attack of chest pain with radiation to both 
arms, vomited, and arrived at the hospital three 
hours later. For ten days preceding his admission 
to another hospital this patient had ominous 
warning of an impending coronary occlusion and 
myocardial infarction. The infarction was located 
by electrocardiogram on the posterior wall. 


Despite the grave manifestations of hypoten- 
sion, congestive heart failure and persistence of 
pain, the patient recovered from this episode. His 
lymph nodes were not enlarged, and the spleen 
was not felt. Hospitalization and initiation of anti- 
coagulant therapy during a premonitory phase 
of coronary occlusion may avert disaster. Evidence 
on this point is contraversial. I personally, with 
this symptomatology, would consider that coro- 
nary occlusion and myocardial infarction were 
imminent and would hospitalize the patient and, 
without contra-indications, would begin anti- 
coagulant therapy. 


Anemia 


Discovery of the anemia of seven grams on this 
patient followed by correction, would probably 
only have postponed this patient’s eventual myo- 
cardial infarction. About 75 per cent of the white 
blood cells which were seen on smear were in- 
terpreted as myeloblasts or myelocytes and 15 per 
cent as monocytes. The total white blood cell 
count was 7900. This was, then, an acute leuke- 
mia, with an initial manifestation of myocardial 
infarction, sub-leukemic because there was no 
leucocytosis and called monocytic of the Naegeli 


type. 


Bone marrow smears at another hospital con- 
firmed the diagnosis of acute leukemia, and un- 
fortunately the pathologist who_ examined the 
smears was unable to find the slides, and we have 
no antemortem bone marrow smears. Such con- 
firmation, according to Wintrobe, with a bone 
marrow smear, is not necessary if there is no 
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question of the diagnosis on- ‘peripheral blood 
smear..Dr. Don may disagree with that. The 
patient was treated with digitalis; diuretics, quini- 
dine, peritrate and blood transfusions, -and -six 
mercapta purine, or purinethol. 


‘ A blotchy, vascular eruption disappeared when 
Prednisone was administered, A severe stomatitis 
slowly subsided when the six mercapta purine 
dosage was lowered. Despite minor changes in 
the peripheral white blood cell count, the anemia 
was unaffected by treatment. Transfusion of one 
or two pints of blood was required every seven 
to 10 days to maintain hemoglobin of eight grams 
or more. Severe chest pain would appear when 
the hemoglobin went below this level. 


When the patient was discharged from the 
hospital on July 1 he was apparently out of con- 
gestive heart failure. During the next month he 
required five pints of blood. Before several of the 
transfusions the hemoglobin was six or seven 
grams, a platelet count on one occasion was 
70,000. On August 2 he was admitted to this 
hospital with congestive heart failure with in- 
creasingly severe chest pain. Blood pressure was 
100/60. 


Mechanism Not Explained 


Commonly there is a drop in blood pressure 
which follows myocardial infarction, whether they 
have elevated blood pressure or not previously. 
The mechanism is not completely explained. There 
was a-shallow ulcer of the tongue border which 
probably accounted for the sub-macillary lymph 
node enlargement. There was a grade II systolic 
precordial murmur. The left testicle was tender, 
whatever that means. Petechiae were present. The 
prothrombin time was 54 per cent of control, Q 
waves were present in Leads three and AVF, the 
remnants of the posterior myocardial infarction 
he had previously experienced. There was diffuse 
S-T segment depression which could have indi- 
cated either myocardial change or digitalis effect. 
After admission to the hospital the prednisone 
dosage was reduced, the six mercapta purine was 
stopped, and aminopterin was started, After three 
units of packed red cells the BUN fell almost to 
normal, and the hematocrit rose to 22 to 29 
volume per cent. Chest pain stopped, lungs 
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cleared, edema disappeared, but sores of the 
mouth and of the lips became worse and petechiae 
purpura spread. The white blood cell count varied 
between 10,000 and 24,000. Death followed re- 
currence of chest pain and shock. Dr. Don had 
the opportunity to see the smears but there was 
no bone marrow obtained because the bone mar- 
row had already been done. Would you care to 
comment, Dr. Don, on these two slides we have, 
and say anything you want to say? 
Dr. Rita Don 

Shortly after the patient was admitted to the 
hospital in the last two weeks of his illness, I saw 
his blood smears. The white blood cells that were 
present were extremely immature, last stage, bi- 
zarre, and there were a few or no mature cells 
present. The cytoplasm was fine. There was no 
foamy appearance to the cytoplasm in the nu- 
cleus, again the cytoplasm was finely granular, 
with anywhere from one to three nucleoli present. 
There was an occasional cell that was slightly 
lobulated as may be seen in lymphosarcomatous 
change. There were no granules noted in any of 
the cytoplasm of the cells, and for this reason 


my interpretation was that this patient had an 
acute leukemia most likely of the lymphatic 


type. 


At this time I knew nothing of this individual 
except that he was a male adult. On requesting 
bone marrow, it was found that this patient was 
a private patient in the hospital and we would 
have to have the permission of the attending 
physician. Then, found out that this man had 
previously had «a bone marrow in which the 
diagnosis of myelogenous leukemia was made, and 
his condition was such it did not seem wise to 
obtain another bone marrow, For these reasons 
I thought that it was lymphatic rather than mye- 
logenous, leukemia. The peripheral blood changes 
remained constant. 


Actually the argument is simply an academic 
one in this instance. It really isn’t fair for me to 
say honestly that I know whether this is lympha- 
tic or myelogenous leukemia because the cells are 
so immature. However, in some of the cells the 
nucleus has a squash-ball appearance which is a 
phenomenon more often seen in lymphatic than 
myelogenous leukemia. 
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Dr. Kleban 


It is stated by the experts that distinction be- 
tween myeloblasts and lymphoblasts may be im- 
possible to make if the cells are extremely imma- 
ture. It may or may not be an academic question 
depending on what you think about the treatment 
for acute leukemia. To review several aspects of 
the problem of leukemia briefly, the distinction 
between acute and chronic leukemia is made pri- 
marily on the basis of immaturity of cells and 
secondarily on the course of the illness and other 
manifestations of disease. 


The blood smear in chronic lymphogenous 
chronic lymphocytic leukemia shows a monoto- 
nous picture, with large numbers of fairly mature 
lymphocytes. The smear in chronic myelogenous 
leukemia is a varied one, because there are all 
stages in the granulocytic series. The acute leuke- 
mias are characterized by the predominance of 30 
to 60 per cent, in this particular patient, 98 per 
cent, of extremely immature cells, blast forms, or 
earlier. 


Not uncommonly technicians, and I would cer- 
tainly do the same if I had the opportunity, con- 
fuse these immature cells of acute leukemia with 
lymphocytes, and they are reported as lympho- 
cytes. Since the experts disagree on interpretation 
of cells and since therefore different centers with 
different hematologists have different percentages 
of acute leukemia, it certainly must be a very 
difficult question. The theoretical description of 
differences between the blast cells of myelogenous 
series and the blast cells of the lymphogenous 
series, and the immature cells seen in monocytic 
leukemia look all right theoretically in a textbook, 
but on a practical smear those differences disap- 
pear and characteristics overlap, so this individual 
without question had an acute leukemia, lympho- 
genous or monocytic or stem cell. 


Other Diagnoses 


Now, should we consider any diagnoses here 
other than what is obvious. The man’s course as 
far as his angina pectoris and subsequent posterior 
myocardial infarction, persistence of chest pain 
and a subsequent episode of chest pain followed 
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by shock and by death are concerned, is so typical 
for coronary artery disease that nothing else needs 
to be taken into account. Should we entertain 
any diagnosis other than leukemia? We had one 
CPC in which a younger individual was treated 
with nitrogen mustard who on autopsy had mili- 
ary tuberculosis, This individual does not have 
a leucocytosis, nothing to suggest miliary tubercu- 
losis, nor other infection except those which ap- 
peared after the development of his leukemia. He 
received large amounts of steroids after the diag- 
nosis of leukemia was made. 


Blood was poured into this patient’s vascular 
system and went out of his blood vessels as though 
they were full of holes. We had no evidence in 
this particular individual of any severe blood 
loss. It is true that terminally he did have some 
blood loss and without question there was exten- 
sive bleeding into his skin, muscles and viscera, 
but as far as orifices were concerned there was 
no extensive blood loss. This man has thrombocy- 
topenia which again is not a complete explanation 
for his anemia nor for the severe anemia seen 
in acute leukemia. 


Myelophthisis is not a complete explanation, 
that is, replacement of bone marrow by the leu- 
kemia cells. Significant hemolysis should have been 
reflected in this man by elevation of serum bili- 
rubin. One was obtained during the admission in 
July, which was normal. In the face of increased 
hemolysis with congestion of the liver secondary 
to his heart failure, there should have been in- 
adequate excretion of the bilirubin. Normal bone 
marrow is able to respond about 10 fold to in- 
creased demand. 


The normal average life span of the red blood 
cell is 120 days. About .83 per cent or 50 milli- 
liters in the average adult male is replaced each 
day. This patient required about 100 milliliters a 
day, about twice the normal amount of blood 
destruction. His erythropoietic mechanism was 
unable to. respond to the increased demand. 


There is treatment for leukemia. In chronic 
lymphocytic leukemia, treatment is not necessary 
until symptoms appear and some individuals be- 
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lieve that treatment should be withheld until those 
symptoms interfere with the individual’s normal 
function, The treatment of choice of chronic 
lymphocytic leukemia is Leukeran, or chlorambu- 
cil, which is a nitrogen mustard derivative. The 
treatment of choice for chronic myelogenous leu- 
kemia is Myleran or busulfan, which is a sulfonic 
ester. 


Irradiation to the spleen which is almost always 
tremendously enlarged in chronic myelogenous 
leukemia, is usually done. There are some people 
who believe that there is treatment for acute 
leukemia, even though prolongation of life is 
measured only in terms of months. It does seem 
that children respond better than adults do. 
Wintrobe’s recommended treatment for acute 
lymphogenous leukemia is cortical steroids fol- 
lowed by six mercapta purine and followed by 
folic acid antoagonist. It is his opinion that the 
cortical steroids are of no help and possibly make 
the situation worse in acute myelogenous leukemia 
which, if he is correct, would make the question 
of differentiation between a lymphogenous and 
myelogenous leukemia more than academic. 


Experimentally there are reports of total body 
irradiation with bone marrow transfusions. Ap- 
parently this hasn’t been of very much help, pos- 
sibly one individual who was a monozygotic twin, 
received a marrow transplant from the twin, and 
was helped significantly. There are reports of the 
use of dosages of prednisone in the range of 500 
mg. to 1000 mg. per day, fantastic in cost also, 
for periods from two to three weeks initially in 
acute leukemias, and there is question as to 
whether this is of value. 


Things were probably confusing to Dr. Born- 
stein at autopsy as he has so often pointed out, 
classical pathological descriptions’were before the 
era of the steroid drugs, before the era of potent 
chemical drugs, before the era of the antibiotics. 


The diagnoses as given on the protocol with 
which I can’t disagree, are, coronary artery dis- 
ease, angina pectoris, recurrent myocardial farc- 
tion resulting in death, with an acute leukemia, 
lymphogenous or myelogenous. 


Clinical Diagnosis: Leukemia and coronary heart 
disease. . 

Dr. Kleban’s Diagnoses: 1. Recurrent myocardial 

- infarction; 2. Leukemia, lymphogenous or mye- 
logenous. 
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Pathological Discussion: Dr. F. P. Bornstein 


The autopsy obviously resolved around two 
lesions. The cardiac lesion and the leukemia one. 
We can dispose of the cardiac lesion fairly easily. 
There was a fresh myocardial infarction on the 
posterior wall adjacent to an old scar. It is a well 
known fact that fresh infarctions are frequently 
located in the neighborhood of old scars. 


As to the leukemic part, the external examina- 
tion reveals a rather frightening appearance (Fig. 
1). The skin was mottled with numerous bluish 
discolorations as if this man had been hit by 
buckshot. However, these represent leukemic le- 
sions in the skin. They are commonly seen in 
monocytic leukemia and this is what I expected 
to find on autopsy. 


Figure 1 


The liver weighed 2300 grams. The spleen 
weighed 250 grams. The lymph nodes were not 
enlarged and neither the liver nor kidneys nor 
spleen showed any gross pathology suggestive of 
any specific leukemic lesion. Usually the histologi- 
cal examination can resolve such questions. How- 
ever, the histological examination of the liver, 
kidneys and lymph nodes showed completely nor- 
mal histological findings and no evidence of leu- 
kemia at all. 


Bone Marrow 


The only abnormal findings were in the bone 
marrow. (Fig. 2). We can make a few definite 
statements about the bone marrow, namely, it is 
a cellular bone marrow which excludes an aplas- 
tic anemia, and is free from hemosiderin, which 
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Figure 2 


excludes a severe hemolyzing process. The cells 
in the bone marrow are just as primitive and un- 
differentiated as were the cells in the peripheral 
blood. Special stains with reticulum stains did not 
contribute any further to elucidate the nature of 
the leukemic process, 


As Dr. Kleban anticipated, I am blaming my 
inability to come to a definite diagnosis on the 
anti-leukemic drugs. They obviously have wiped 
out all leukemic foci and I am sure-that there 
must have been leukemic foci in the liver and 
kidneys. So we are left with a bone marrow filled 
with immature cells which do not produce any 
mature forms. There are no megakaryocytes which 
is obviously responsible for the heraorrhages that 
were observed. 


Under these circumstances we cannot go any 
further than saying this was a man who had 
coronary heart disease and a completely undif- 
ferentiated leukemia. 


Pathological Diagnoses: 1. Acute undifferentiated 
leukemia. 2. Numerous foci of hemorrhage 
throughout the entire body. 3, Coronary scleros- 
is. 4. Fresh myocardial infarction. 


New Officers 


New officers of the Southwestern New Mexico 
Medical Association were elected Jan. 20 at a 
meeting held in Deming. They are Dr. Wendell 
S. Dove, Silver City, president; Dr. Leland Evans, 
Las Cruces, vice-president; and Dr. David W. 
Bennett, Deming, secretary-treasurer. 


Squibb Reimbursal Program 


A program to provide a 10 per cent allowance 
to those states which reimburse retail pharmacies 
directly for prescriptions filled by them for the 
state’s welfare patients has been announced by the 
pharmaceutical firm of E. R. Squibb & Sons. 

The Squibb proposal, to be made directly to 
state welfare directors by the firm’s medical repre- 
sentatives, will reduce medical welfare costs to the 
states equal to 10 per cent of the amount they pay 
to private pharmacies for filling welfare prescrip- 
tions. All Squibb prescription products, including 
specialties and generic name products under the 
Squibb label, come under the new program. 
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Medical History of War Offered 
_ Publication of a comprehensive “History of the 
Medical Department, United States Army, in 
World War II” has been announced by the Office 
of the Army Surgeon General. 

A total of 48 volumes is scheduled for publica- 
tion. Fifteen volumes have been printed and are 
available for distribution. The set of 15 volumes 
or individual books may be purchased from The 
Superintendent of Documents, Government Print- 
ing Office, Washington 25, D. C. 

Volumes now available are: 

General Surgery, Neurosurgery (Vols. 1 & 2), 
Hand Surgery, Ophthalmology and Otolaryngol- 
ogy, Orthopedic Surgery, European Theater of 
Operations; Orthopedic Surgery, Mediterranean 
Theater of Operations; Physiologic Effects of 
Wounds, Vascular Surgery, Cold Injury, Ground 
Type; Dental Service, Environmental Hygiene, 
Personal Health Measures and Immunization, 
Communicable Diseases; Hospitalization and 
Evacuation, Zone of Interior. -i 
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